A study aimed to assess quality indicators of the care for patients with suspicion of acute coronary syndrome (ACS) and associate them to discharge, death and, duration of hospitalization. A cross sectional, analytical study of 84 records of patients with ACS suspicion at the emergency service. The association between risk factors and quality indicators of ACS care as: duration of hospitalization, death, recurrence of ischemic events and myocardial revascularization were studied through Spearman's correlations. The duration of hospitalization was significantly smaller for patients with myocardial infarction without ST segment elevation, with a shorter interval between admission and treatment. For patients with myocardial infarction with ST segment elevation, the hospitalization time was significantly shorter when the interval between the risk classification and treatment was shorter. There was no association of quality indicators as recurrence of ischemic events, myocardial revascularization, duration of hospitalization and death.
INTRODUCTION
Cardiovascular diseases (CDs) constitute the main cause of morbidity and mortality globally and in Brazil (1) .
The estimate direct cost associated to Acute Coronary including direct and indirect costs is R$3.8 billion (2) .
The ACS comprehend an operational term defining a range of clinical symptoms compatible with acute myocardial ischemia (3) . The short interval of time for the beginning of treatment is extremely important, as it is related to better prognosis of patients, once the fast recovery of the blood flow can limit the myocardial lesion, reducing mortality and complications (4) . A study demonstrate that 25 to 33% of delays within the emergency service (ES) and, only 5% in pre-hospital environment (5) .
Regardless of advances in the treatment of patients with ACS, the non-adherence to care protocols and guidelines is still large, directly impacting mortality (6) . The quality indicators (QIs) of assistance have been adopted to assess health services aiming to increase clinical practice efficacy based on available scientific evidence (5, 7) .
Recent studies demonstrated the QI monitoring and the implementation of care protocols have been improving the assistance quality and decreased the mortality rate by ACS in health establishments (7) (8) .
Nowadays, large emergency services present high demand of care, what can increase the waiting time until medical consultation. In Emergency Services, triage has been recommended aiming to contour the overload of these units, prioritizing care in accordance with severity.
Triage in Brazil is denominated Hosting with Assessment and Risk Classification and it is done through protocols, the most used worldwide are: Emergency Severity Index, Australian Triage Scale, Canadian Triage Acuity Scale and Manchester Triage System (9) .
In Brazil, this activity was regulated to be executed by nurses through the Resolution of the Federal Nursing
Council COFEN 423/2012, seen that it is a complex service and has a demand of technical and scientific competence for its execution (10) . In this context, the nurse is the professional that does the initial assessment of patients with ACS suspicion, does the first ECG and immediately triggers the medical team to indicate the proper treatment (11) . Thus, it is evident the importance to know the reality of these services, with the objective to provide efficient care, and to decrease the time of the start of symptoms until the first ECG and the institution for the adequate care of patients with ACS suspicion.
Thus, the objective of this study was to assess the quality indicators of care for patients with suspicion of acute coronary syndrome and to associate them to discharge, death and, duration of hospitalization.
METHODS
A cross-sectional and analytical study, conducted in Because this study obtained data from records and did not bring risk to patients, the Free and Informed Consent was waived.
Sociodemographic data were collected from a form composed by sociodemographic variables, risk factors for ACS (2) , quality indicators for ACS care, the score inhibitor/angiotensin receptor blocker (ARB) at discharge and hospital mortality rate by AMI (10, 12) .
The TIMI score is used to predict cardiovascular events in patients with ACS based on clinical history, physical exam, ECG and markers of myocardial necrosis.
In patients with acute myocardial infarction with ST elevation (STEMI) can predict the probability of death and adverse events in 30 days, and the score can vary from 0 to 14 (low risk: 0-2; medium risk: 3-5 and high risk : >5) (13) .
In patients with unstable angina and non-ST elevation myocardial infarction (NSTEMI), the death probability, evolution to STEMI and urgency revascularization in 14 days can be predicted, and the score varies from zero to 7 (low risk: 0-2; medium risk: 3-4 and high risk: 5-7) (14) .
As in the ES where the study was conducted, the patient admittance is done with risk classification, we opted to include as variable the time of risk classification, conducted by the nurse of these patients.
The Spearman's correlation test was used to establish the association between the quality index (QI) and the outcomes: discharge, death, duration of hospitalization, considering the significance level at 95%. Table  1 presents the sociodemographic characteristics, clinical presentation, and type of transportation used to search for the ES of the studied population.
RESULTS
Risk factors and heart disease history from the population studied are presented on Table 2 . Regarding quality indicators, the median door-ECG median was 20 min (6-223 min) for all patients (n=84). In patients with unstable angina, the median of door-ECG time was 31 min (7-223 min), in NSTEMI cases it was 32 min (15-134 min) and in patients with STEMI it was 18 min (6-214 min).
For patients submitted to primary PTCA (n=22) the median of door-balloon time was 127.5 min (40-830 min).
No patients were submitted to treatment with thrombolytic at the ES.
The ASA prescription rate on the first 24 hours was 100%, and for patients with the ACS diagnosis confirmed (n=53), prescription rates for ASA, beta-adrenergic blockers and ACE/ARB at discharge, was also 100%. The mortality rate by AMI was 1.85%.
There was no association between the QI in care for patients with ACS suspicion and hospital discharge or death occurrence in this population.
For patients with NSTEMI, the time of hospitalization was significantly smaller when the intervals between patient admission in the ES and conduction of the definitive treatment (p=0.0085) and between the risk classification and the conduction of the definitive treatment (p=0.0085) were smaller (Table 3) . (12) . Developed and developing countries present CDs as the main proportional cause of death, but 80% of the world impact of the disease comes from developing countries, as Brazil (15) . In these societies, CDs represents a threat to social and economic development, overall due to the high proportion of premature deaths (12) . (13) .
Regarding education, there was a predominance of incomplete middle school (34.5%). A case control study conducted in Portugal in 2011, with the objective to identify ACS risk factors, demonstrated that low education has a relationship with the exposure of risk factors for coronary disease that can be explained by the lack of knowledge in prevention actions of the disease (14) .
From the total patients included in this study, 85.7%
presented classic angina as the most common clinical presentation, and 64.3% received ACS diagnosis being the unstable angina the most prevalent diagnosis (29.8%), followed by STAMI (26.2%) and NSTAMI (8.3%). A partially similar result was found in a multi-center study idealized and managed by the Brazilian Cardiology Society aimed to report the final results of the first 30 days of evolution of patients included in a Brazilian registry dedicated to ACS, in which patients were diagnosed with unstable angina (31.6%), STEMI (33.4%) and NSTEMI (34.9%) (17) .
Regarding the definitive treatment, patients with STEMI (26.2%) were treated with primary PTCA. The
American Heart Association (AHA) recommends the PTCA as treatment of choice for these patients in hospitals with available hemodynamics services, considering that this therapy has been demonstrated major benefits in relation to survival as well as for the occurrence of clinical complications, when compared to therapy with fibrinolytic (5) . For patients with the NSTEMI diagnosis (8.3%) and for 9.5% of individuals with unstable angina, the treatment of choice also is PTCA. The AHA recommends that for patients with increase of cardiac necrosis markers or, unstable angina with unstable clinical conditions or of high risk, to be treated with PTCA as soon as possible (5) .
In this study, the TIMI risk score was used to identify the probability of death and adverse events in patients with confirmed ACS diagnosis (18) . The intermediate risk for cardiac adverse events was identified in 72.0% of patients with unstable angina, and 11.1% needed emergency MRI, and 5.5% evolved to STEMI. In patients with intermediate risk of unstable angina, in accordance with the TIMI risk score, the probability of cardiac adverse events varied from 18.2 to 19.9% (18) . From patients with STEMI, 27.2% were classified as high risk for adverse events. From those, one 16.6% evolved to death in 30 days. The probability to occur cardiac adverse events, in accordance with the TIMI risk score for patients with NSTEMI varies from 16.1 to 35.9% for the high-risk group (14) .
Regarding the QI on ACS care, the median of door-ECG time was 20 minutes, and for only 25% of patients the time was equal or smaller than 10 minutes, a preconized time by the AHA (5) . It was also observed that the median of door-ECG time was of 18 minutes. In patients with STEMI, the value was smaller than when compared to unstable angina and NSTEMI patients.
Different results were found in another study conducted at the private Advanced Unit of Urgency in São Paulo,
where it was assessed through care indicators, the quality of care for patients with STEMI that verified the average time for door-ECG of seven minutes, and 80% of cases with time faster than 10 minutes (19) . Even after the implementation of the Hosting with Assessment and Risk Classification (HARC), where the objective is to prioritize care for more severe patients in the ES, the door-ECG time stayed higher than preconized, which can be attributed to infrastructure issues and overcrowding of Emergency Services in our country. This contributes with the increase of waiting time for attention and the first ECG (20) . The median of door-balloon time in this study was 127.5 minutes, and in 45.5% of cases, the PTCA was performed until 90 minutes. The door-balloon time up to 90 minutes is the recommended QI by the AHA in patients with STEMI (5) .
The prescription rates of ASA during the first 20 hours and ASA, adrenergic beta-blockers and ACE/ARB at discharge was of 100% in this study, according to what is preconized by AHA guidelines, that indicates these medications to all patients with ACS diagnosis, with the intention to decrease mortality and the occurrence of recurrent ischemic events after reperfusion therapy (21) .
It was not possible to establish a statistical significant association between the QI and the occurrence of discharge, early death, and clinical complications in this study, due to the low frequency of the studied variables.
The hospitalization duration was significantly smaller (p=0.0085) for patients with NSTEMI patients who had a smaller time interval between admission at the ES and the definitive treatment, that reinforces the need of early reperfusion therapy for these patients (21) . When the hospitalization time is assessed for patients with STEMI, it was observed that it was significantly smaller (p=0.0395) when the interval time between the assessment of the risk classification by the nursing team and the conduction of the definitive treatment was smaller, demonstrating the importance of the HARC in prioritizing attention to patients with ACS suspicion. The time is fundamental to obtain better results for ACS patients. Thus, the nurse does the HARC, being the first professional to have contact with these patients at the ES, and the nurse should prioritize care based on institutional protocols and preconized guidelines (11) . The ES of the Hospital São Paulo is responsible for about 1.000 patients per day and, as in other services, with different levels of severity, and it has in common the same entrance door. The nurse performs the HARC through an institutional protocol, in which it is preconized that patients with ACS suspicion should be referred to the emergency room for medical assessment and immediate ECG should be done. 
CONCLUSION

